rial pathogens and the response to skin testing with PPD (5TU) was negative, fibreoptic bronchoscopy and transbronchial lung biopsy were performed, with fluoroscopy. At her request the procedure was done under general anaesthesia and muscle relaxants were used.
Examination of biopsy specimens from the left upper lobe showed granulomas with Langhans giant cells. Microscopic examination of bronchial washings failed to detect acid fast bacilli but culture yielded colonies of Mycobacterium tuberculosis.
Fluoroscopy of the chest and an erect expiratory chest radiograph performed immediately after the procedure showed no evidence of a pneumothorax. Antituberculous treatment was started and the patient was discharged from hospital 48 hours after the biopsy.
Five days later she was seen at the local tuberculosis clinic, where she gave a history of left sided chest pain that began the day after discharge. The chest radiograph showed a large left sided pneumothorax. A chest drain was inserted, with immediate re-expansion of the lung, and removed three days later. The patient responded to antituberculous treatment.
Discussion
The morbidity and mortality associated with fibreoptic bronchoscopy with or without transbronchial lung biopsy is low.' 2 A recent United Kingdom survey reported a 2-7% complication rate when transbronchial biopsy was performed. 2 The most common complication of transbronchial lung biopsy is pneumothorax, which has been reported in three large studies to occur in 4-55% of cases.3 Pneumothorax is easily diagnosed by fluoroscopy and by taking an erect expiratory chest radiograph at the end of the procedure. 6 The reason for the delayed presentation of the pneumothoraces in our patients is uncertain. Clearly the use of the general anaesthesia would have masked the occurrence of the pain, which occurs so frequently at the time a pneumothorax is caused. The presence of the complication was, however, carefully excluded in both cases immediately after the procedure and after 24 hours in case 1. In both subjects muscle relaxants were used, necessitating mechanical ventilation-which would itself be expected to result in rapid increase in the size of a pneumothorax. We speculate that a defect in the visceral pleura may have occurred and persisted but that it was protected by the formation of blood clot in the bronchi proximal to it. Pneumothorax could have occurred after fibrinolysis.
While tuberculosis is a known cause of pneumothorax, the rapid resolution with tube drainage in a patient with relatively stable disease leads us to believe that the pneumothorax was due to the biopsy. Pneumocystis carinii 647 pneumonia is rarely associated with spontaneous pneumothorax.8 Clearly, however, we cannot be certain that the pneumothorax was not caused by the underlying disease process in our second case. 
